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Letter to the editors

Synovial sarcoma
Mahendra BAGG, Hewavisenthi SJDeS

We appreciate the review article entitled
“Ubiquitous Synovial Sarcoma” which
highlights the occurrence of synovial
sarcoma (SS) in almost all anatomical sites
of the body. The article emphasizes the
importance of including synovial sarcoma
in the differential diagnosis of tumours that
are located in unexpected sites. SS has
been reported in almost every site in the
body . We like to bring the attention of the
editors to the fact that primary intraosseous
SS has been reported in many skeletal sites
including the tibia, sacrum, mandible,
sternum and elbow (1). Therefore mono-
phasic SS will be included in the differen-
tial diagnosis of intraosseous spindle cell
lesions and the biphasic SS for biphasic
intraosseous tumours such as metastatic
deposits and adamantinoma of bone.

Heliwell et al has reported a case of
biphasic SS in the small intestinal mesen-
tery in 1995(2), which is another rare site
for SS. This is important as SS can morpho-
logically simulate gastrointestinal stromal
tumour (GIST), which is a more frequently
identified primary mesenteric tumour.
Furthermore it had been reported that
certain soft tissue sarcomas, such as SS and
leiomyosarcomas that resemble GIST mor-
phologically, stain positive for KIT
(CD117) antigen (3). KIT antigen positiity
is used not only as a prerequisite for the
diagnosis of GIST, but also for the treat

ment eligibility for tyrosine kinase inhibi-
tors. A similar treatment modality has been
proposed for KIT positive SS (4). How-
ever there is a discrepancy in the literature
with regard to the immunoreactivity of KIT
in SS (3,5,6). The difference in the results
of these studies could be due to variation in
antibody used or variation in the immuno-
histochemical staining protocol (5,6). Since
treatment eligibility for tyrosine kinase
inhibitors such as Imitanib relies on the
results of KIT immunostaining, it is critical
to have standardized and reproducible
results before imparting false hopes of
treatment sensitivity to clinicians and
patients.
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Synovial sarcoma - Reply

The editors welcome the informative com-
ment on the article entitled “ The ubiqitous
Synovial Sarcoma” which appeared in the
Journal of Diagnostic Pathology 2006/07;
5:11-15.
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